To the Editor,

We have read the article by Indini et al \[[@bib1]\] with great interest. The current health crisis owing to the coronavirus disease-2019 (COVID-19) outbreak represents a serious challenge for cancer patient management. Furthermore, in Italy a high proportion of patients travel from one region to another for healthcare, increasing the risk of spreading the virus \[[@bib2]\].

A crucial point is optimizing cancer treatment and diagnostic procedures on a patient-by-patient basis, taking into account the risk of COVID-19 infection risk to avoid negatively impacting patient outcome \[[@bib3]\].

One of the most interesting aspect not well focused by the survey is the management of patients with bone metastases (BMs). This aspect may not immediately appear to be a priority in an organizational model, but patients with BM are known to be very fragile and at risk of skeletal complications defined as skeletal-related events (SREs) \[[@bib4]\].

During this pandemic, we must first and foremost be more vigilant than ever to the symptoms reported by patients with BMs. This is particularly the case for spinal cord compression (SCC), which requires rapid diagnosis and treatment to minimise neurologic complications.

In this scenario, a multidisciplinary approach is useful because it permits a more accurate identification of SRE risk, avoiding unnecessary medical visits, orienting patients towards the right procedure/treatment, reducing contact with healthcare operators and consequently lowering the risk of COVID-19 contamination even if the multidisciplinary meeting seems to be contraindicated \[[@bib5]\].

The first dilemma is how we can reduce the outpatient visits number, try to have multidisciplinary meetings between physician whilst also guaranteeing the same therapeutic and diagnostic quality and continuity of care. Furthermore another issue is the time-saving and to not increasing the work of health operators committed to face the COVID-19 and at the same time to manage adequately patient needs.

In the last years, the use of technologies to support and promote long distance clinical care, education, and health administration is exploded and can helping this particular situation \[[@bib6]\].

In the present emergency, we have developed different strategies for cancer patients, in particular those with BMs:1.A dedicated patient triage software has been developed that enables operators to identify: area of origin, presence of symptoms and contact with COVID-19 infected cases. All patients are monitored closely by nurses by phone contact, and if a Covid-19 symptom was suspected, the National procedures are activated.2.Clinical activities have been reduced and tele-consultations are carried out when appropriate. In particular, multidisciplinary tele-consultation for bone metastatic patients took place weekly in this period. The specialists involved have been as follows: oncologist, radiologist, nuclear medicine specialist, orthopaedic surgeon, rehabilitation specialist and radiotherapist.3.Assess bone instability and ensure the proper orthesis to prevent complications such as pathological fractures4.Treatment regimens have been adapted.

This approach seems to be not feasible or realistic, and owing to these reasons, we briefly report our experience from 9th of March to 17th of April. More than 3348 patients were screened with our software. Of those with a diagnosis of BM from different primitive tumors ([Fig. 1](#fig1){ref-type="fig"} **)**, 37 from several geographic areas underwent multidisciplinary tele-consultations to evaluate the risk of SREs ([Table 1](#tbl1){ref-type="table"} ). Thirteen patients (35.1%) reported bone pain**.** In 8 of 13 patients use (61.5%) opioids, 3 of 13 (23.1%) use paracetamol and 2 of 13(15.4%) use a combination of opioids and corticosteroids. A total of 15 SREs were found**:** 12 (80%) pathological fractures, 2 (13.3%) SCC and in one patient (0.7%) both. Interestingly, of 26 patients with indication of BM at high risk of SREs, 10 (38.5%) have no risk and 4 (36.3%) of 11 patients were sent to multidisciplinary consultation for other reasons who have high risk of complications**.** De-escalating regimens \[[@bib7],[@bib8]\] for bone-targeted agents were adopted, with a total of 170 (70% of zoledronic acid and 30% of denosumab) delays. Up to 17th April, none of the healthcare operators and only one of the 37 patients had tested positive for COVID-19.Fig. 1Primitive cite of bone metastases.Fig. 1Table 1Main characteristics of patients with BM managed with multidisciplinary tele-consultations.Table 1Patients\' characteristicsNo. (%)Median age, year66Distance from the center (km) 0-5026 (70,2) 51-2508 (21.6) \>250r7 (8.1)Indication for multidisciplinary consultation[a](#tbl1fna){ref-type="table-fn"} First diagnosis of BM11 (29.7) Evaluation of SREs risk in patients with BM26 (70.3) Bone lesions to be characterized2 (5.4) Severe bone pain13 (35.1)Interventions Orthesis prescribed18 (48.6) Zoledronic acid17 (45.9) Denosumab8 (21.6) Surgery indication1 (2.7) Radiotherapy4 (10.8) Biopsy[^1][^2]

In conclusion, patients with BM are susceptible to frequent complications, and a multidisciplinary approach has proven highly effective in dealing with them. However, in the present COVID-19 emergency, greater emphasis is needed on risk assessment, prevention strategies and effective therapies to optimise oncologic resources and to guarantee the patients' continuum of care. We believe our experience could provide a feasible model of care to manage patients with BMs and at the same time prevent and reduce COVID-19 infection.
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[^1]: SREs, skeletal-related events.

[^2]: The same patient may have more than one indication.
